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Preface
World population has reached 6 billion. Despite the low fertility of developed countries
and gains made in some developing countries, much of the world continues to show patterns of
excessive population growth. While there continues to be a significant effort to encourage the use

of contraception and small-family size, many programs are beginning to target sub-populations
who desire to use contraception and seek to limit conception. One such group consists of women

who have reached their ideal family size and no longer want children. While it would seem that
these women are ideal candidates for sterilization, or the use of modem contraception, the picture

presented by national samples drawn from six sub-Saharan African countries shows that only
38% are using any family planning methods. And among those women using a method, a

significant number, 21% are using less effective traditional methods. Among those that are not

using family planning methods, 66% intend to use some family planning methods in the future

(19% intend to use a traditional method). This paper will explore the social and economic
differences among these groups using a multinational database, the Demographic and Health

Surveys for six sub-Saharan countries (Ghana, Kenya, Tanzania, Uganda, Zambia, Zimbabwe).
Logistic regression is used to fit models to predict contraceptive use, intention to use
contraception, and intention to use modem methods ofcontraception. These models indicate that
gaining respondent approval of family planning may increase the likelihood that a woman will
use or intend to use contraception. Male involvement in reproductive health decision making

should also be encouraged by family planning programs in order to better serve women who
would like to limit their childbearing through contraception.
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Proximate determinants of use and intention to use contraception in

women who would like to limit childbearing in sub-Saharan Africa

Introduction
World population will reach 6 billion by September 1, 1999, up from 4.4 billion in 1980

(United Nations, 1996). It is not all countries that continue to experience rapid population growth.
Almost all of this increase has occurred in the developing countries. Most developed countries

have had recent periods of leveling off, like Germany (Figure 1). Some have even experienced

population decline like Italy. And still other developed countries have shown only slight declines
in their trajectories of population growth like the United States.

Figure 1. Population growth
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However, the case is very different for many developing countries as evidenced by
China’s population growth. Despite drastic and even coercive efforts to curb population growth

in that country, China remains the leader in population size. China is followed closely by India,
which continues its march toward

billion people. The population of these two countries

represents about two thirds of that in developing countries (United Nations, 1996). Although in
size, the region of sub-Saharan Africa does not compare to India or China. In terms of growth
rate, this region leads much of the developing world. The region of Sub-Saharan Africa, is

sweeping towards a 2.6% population growth rate in the year 2000 (United Nations, 1996;

compared to 1.6% in India, and .9% in China).

_

This excessive population growth can be translated into total fertility rates, or the total

number of children that a woman is expected to have during her reproductive years. Again,
differences are seen among the developed countries and developing countries (Figure 2).

Figure 2. Total Fertility Rates
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As evidenced by estimates from the World Population Prospects (United Nations, 1996),
the total fertility rate for developed countries dipped below that of replacement fertility in the
mid-seventies. The United States, Italy, and Germany have all experienced stabilizing total

fertility rates in the last twenty years, which are reflected in their fiat population growth rates.

However, China and India still suffer from tremendous population growth despite their successful

declines in total fertility rate, because of the lag between gains made in total fertility rates and
their reflection in population growth.

Sub-Saharan Africa, with a TFR well above that of

replacement fertility, is still experiencing population growth.

Over the last twenty years, attempts have been made to reduce population by establishing
national family planning programs. In order to track progress in reducing population, programs
established goals or quotas for family planning "acceptors" or new clients. Over time, it became

apparent that these quotas were sometimes being met only to serve the national requirements, and
not in an effort to respond to women’s fertility preferences. These quotas had even created

coercive situations in some family planning clinics where women were unknowingly sterilized

after a delivery in order for the clinic to reach its quota.

Since these macro level approaches failed, the family planning community has turned its

attention away from national quotas, and put more effort into satisfying reproductive health goals

of each individual woman by the year 2015. This complete shift in paradigm was best captured at
the International Conference on Population Development that was held in Cairo, Egypt in 1994.

By the end of the conference, a decree in the form of the "Programme of Action" was signed into
effect by the 180 countries represented there. This Programme declared that:

States should, take appropriate measures to ensure.., universal access to healthcare services, including those related to reproductive health care, which includes
family planning and sexual health. Reproductive health-care programmes should
provide the widest range of services without any form of coercion. All couples
and individuals have the basic right to decide freely and responsibly the number
and spacing of their children and to have the information, education and means to
do so. (Programme of Action adopted at the International Conference on
Population and Development, Cairo, 5- 13 September 1994; Principle 8)

In keeping with the Programme of Action, the study of fertility preferences and
contraceptive behavior would not only help family planning programs better target women’s
needs but also help develop better programs to-satisfy fertility preferences, and facilitate

contraceptive behavior.

The Focal Population

In an effort to understand the gap between women’s fertility preferences and
contraceptive use, we turn to a subset of women in their childbearing years that would like to
have no more children. One of the strongest arguments for studying contraceptive behavior of
women who would like to limit childbearing is the substantial impact their contraceptive use has
on the total fertility rate.

Charles Westoff has argued that women who limit childbearing

determine fertility (1990), in that by limiting their total number of children ever born, these

women have an impact on the total fertility rate. This was recently reiterated at the 1999

conference for the Population Association of America where Abdur Razzaque asserted that

"family planning programs should target those women who want no xnore children in order to
effect fertility decline" (1999).

Despite the preference to limit their childbearing, some women use contraception and
some do not. This gap between reproductive preferences and contraceptive behavior is loosely

defined as "unmet need". The best way to formulate unmet need has been of great debate over

the last two decades (Bhushan, 1997). This paper adopts the following:

Unmet need group includes all fecund women who are married or living in union, and
thus presumed to be sexually active, who are not using any method of contraception and
who either do not want any more children or want to postpone their next birth for at
least two more years... The unmet need group also includes all pregnant married women
whose pregnancies are unwanted or mistimed and who became pregnant because they
were not using contraception (Westoff and Bankole, 1995 as cited in Robey, Ross and
Bhushan, 1996).
Some researchers argue that this formulation should include all women, particularly
unmarried (Dixon-Mueller and Germain, 1992) and adolescents (Robey, Ross and Bhushan,

1996). Bongaarts argues that unmet need should be defined as the amount of additional
contraceptive use required to achieve women’s fertility goals (Bongaarts, 1991). This would

provide a steady-state measure and be in keeping with the goals of Cairo. However, because of
the limitations of the data used in this study, this paper accepts the former, widely used, Westoff
formulation.

Within the group of women with unmet need for contraception, there are those women

who intend to use contraception. It is estimated that half of women with unmet need, intend to
use contraception in the next 12 months (Westoff and Bankole,

1995). Because the size of this

group ranges from 24% in Mali to 79% in Bangladesh (Robey, Ross and Bhushan, 1996), country
estimates are of interest for national family planning programs that are trying to provide for all

reproductive health care needs of women. These figures suggest that many women are not using

contraception, not because they do not intend or want to use it, but because they can not. This
indicates that barriers to family planning exist. However, little is known about which women
with unmet need for contraception who intend to use it, do not.

More is known about those women with unmet need who do not intend to use
contraception. In a study of 24 countries, the main reasons for not intending to use contraception

(among women with unmet need for limiting births) included not being exposed to risk of
pregnancy (32%; e.g. although not clearly defined, this may include no sexual relations, or
periodic absence of her partner), lack of information (25%), opposition to family planning (19%),
fear of side effects (11%), ambivalence (7%), or unavailability of contraception (5%).

These

reasons do not speak to which women who need family planning, and intend to use contraception,

do not use it. Satisfying those who already intend to use contraception would be a better use of
resources of a program trying to carry out the principles of ICPD.

Within the group of women who intend to use contraception, there are those who intend
to use modern methods and those who intend to use traditional methods. Traditional methods like

rhythm, withdrawal, and folkloric methods are typically less effective than modem methods that
boast 99% effectiveness, like the pill or the IUD (Hatcher et al, 1998). The use of traditional
methods can be dependent on many other factors like lack of access to modem methods,

reflecting the limitations of the family planning program or social norms related to the use of
family planning.

This group of women is of interest to countries that are trying to establish a self-

sustaining market of contraception so that all women have access to many forms of contraception.

In particular, the more that is known about the group that intend to use modem methods, the
better they are targeted by social marketing programs that are implemented in conjunction with
the national family planning program.

Women who would like to limit childbearing

Users

Non-users

Intenders

Modern
Intenders

Non-Intenders

Traditional
lntenders

Objectives

In order to better understand these sub-groups of women who would like to limit
childbearing, this paper proposes to estimate the size of these groups of women, compare them,
and develop predictive models of social and economic independent variables for each of these

groups. For this reason, the characteristics of these groups of women are compared and models
are developed for three different groups, each a subset of the prior.

The first set of bivariate analyses is conducted to understand the differences between groups

of women who use contraception and those who do not. A model is developed to predict

contraceptive use among women who would like to limit childbearing.

The second set of bivariate analyses allows for comparison of two groups of women with
unmet need for contraception. The second model is developed to predict intention to use

contraception among women who would like to limit childbearing AND are not currently

using contraception.

A third set of bivariate analyses compare groups of women who intend to use contraception,
those who intend to use a modern method versus those who intend to use a traditional

method. The third model predicts women who intend to use a modem method (a subset of
those who would like to limit childbearing, and are not currently using contraception but
intend to use contraception in the future).

Sample
To explore these objectives, we turn to the Demographic and Health Surveys (DHS). The
DHS Program, funded by the United States Agency for International Development (USAID), and

implemented by Macro International in Calverton Maryland, has assisted institutions in collecting
and analyzing data on population, health and nutrition since 1984. So far, nearly 100 surveys

have been conducted in 64 countries to collect information on fertility, family planning, maternal
and child health, child survival, AIDS/STIs, and other reproductive health topics. Over the last
25 years, three versions have evolved with "recode" manuals that carefully indicate the

similarities and differences between the different versions so that comparisons can be made
within the same country over time.

On average, 5000 to 6000 women of childbearing age are surveyed in each country, using
the DHS sampling procedure. Although there is some flexibility in the sampling based on

existing survey sampling procedures in the country, the standardized sampling procedure is as
follows (DHS Sampling Manual, 1996):

standard segment size of 500 is adopted.
This is divided into the size of the enumeration area of the existing sampling frame in that

country, and the result is rounded to the nearest whole number.
The standard segment is then stratified into subgroups which may be survey domains (e.g.

urban and rural) or strata of areal units or socioeconomic zones.

DHS then proposes a 30-40 women cluster "take" from each rural strata, and a 15 -20 women
cluster "take" from each rural area. A "take" is the number of women to be interviewed.
These women are drawn from different segments of the areal unit. The households of these
women are then listed and mapped before interviewing is carried out.
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In order to easily select cases for the DHS data sets, many questions have been recoded
by Macro Intemational. One recoded variable allows for the selection of all women who would
like to limit childbearing. All women who are limiting childbearing, whether they are using

contraception or not, were chosen for this sample. And of those who are not currently using
contraception, only those with unmet need for contraception were added to the cases of those

currently using contraception.

The concept of unmet need is constructed from several questions in the DHS (national

population surveys use a similar approach). These questions are asked of married women
between the ages of 15 and 49, who are not using contraception. If currently pregnant or

amenorrheic, the woman is asked about the planning status of the last birth:

"At the time you became pregnant, did you want to become pregnant then, did you want
to wait until later or did you want no more children at all?"
If the woman responds "then", there is no need. If she responds "later", then there is an unmet
need for contraception for birth spacing. If she responds "no more", then there is an unmet need

for limiting births.

If the woman is neither pregnant nor amenhorrheic, fecundity of the woman is
determined.

Infecund women include all women who 1) are unable to become pregnant

(according to responses to the fertility questions below), 2) do not intend to use contraception
because they have reached menopause, 3) have not menstruated in the last six months and are not

pregnant, or 4) have not been fertile and have not used contraception and have been in union for
at least five years. Fecund women are then asked:

"Would you like to have another child or would you prefer not to have any (more) children?"
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If the woman would like to "have another child", she is not in need of contraception. If she

would like to have "no more/none", there is an unmet need for limiting. If she "can’t get pregnant",
she falls into the category of infecund women who are not in need of contraception. If she is

"undecided", she is described as having an unmet need for contraception for birth spacing.

"How long would you like to have to wait fi’om now before the birth of another child?"

If the date or time indicated is greater than two years, there is an unmet need for spacing.

If she indicates "soon/now", there is no need for contraception. If she "can’t get pregnant", she is
considered infecund and not in need of contraception. If she "does not know", she is described as

having an unmet need for contraception for birth spacing. If something other than these
responses, the "status is unclear".

Because the average age across all six countries is 34.9 with a standard deviation of 8.04,
the data set of women who would like to limit childbearing was further restricted to women aged
30

40 years old. This ten year age range was also chosen because of the known skew towards

ages that end in "5" and "0" in the DHS data sets (a result of interviewers rounding to the nearest
five year age group in done in determining respondent age in the interview). By limiting the age

range of the sample, the value of age as a predictive variable is discounted.

The objectives of this paper will be explored among 6 DHS surveys for sub-Saharan

Africa. Sub-Saharan Africa claims one of the worst regional TFRs in the world, and the fastest

population growth (see Figures and 2). The percentage of women who are using contraception
to limit childbearing is very

low, from 3% in Uganda to 23% in Kenya, reflecting a pronatalist
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desire to have more children, but emerging efforts to limit childbearing. Based on availability of

data from the Macro Int. website, six countries from this region were selected for analysis.

Table 1. Selection of the Countries for Study
Country

Ghana

Kenya

Tanzania

Uganda

Zambia

Zimbabwe

TFR

5.1

4.6

5.3

6.8

5.3

4.5

Contraceptive
prevalence

29

43

22

19

31

56

13

Unmet need for
limiting*

Contraceptive use for
limiting*

10

23

Intention to use

62

72

37

24

Adult illiteracy rate
% men; women

24; 47

14;30

GNP/capita

360

320

21

N/A

68

N/A

12

28

47

21;43

26; 50

14; 29

10;20

170

300

360

610

47

contraception**

Secondary gross
enrollment ratio

$ billions

Source: *DHS Tabulation, Westoffand Bankole, 1995; **Bhushan, 1997; and Willard, 1999

The surveys to be analyzed in this study, conducted since 1990, are from the countries of

Ghana, Kenya, Tanzania, Uganda, Zambia, and Zimbabwe. These countries are among the most
pronatalist in the world, which may be the reason for such low contraceptive prevalence for

limiting. Desire for children in this region has been explained by economic models that point to
high infant mortality rates and low child survival as reasons for larger family size. Infant
mortality rate ranges from 56 per 1000 in Zimbabwe, to 112 in Zambia (World Bank, 1998).

Even

if the child survives the first year, surviving the next four will be difficult. Under 5
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mortality rates range from 86 in Zimbabwe to 202 in Zambia (World, 1998). With HIV/AIDS

wreaking havoc on the population of sub-Saharan Africa, children are also being orphaned at an
alarming rate. Without their mother, children are likely to end up in the street, as in the case of
Zambia, where horrific accounts of street children smoking feces and robbing for their dinner are

becoming an everyday occurrence in Lusaka (Reuters, 1999). In Zimbabwe, where the AIDS rate
of infection is 12 of every 100, life expectancy has been cut..by a third, from 64 to 42. No
estimates are available for life expectancy in Zambia where the rate of H/V infection is 24%.

However, the percentage of women in these countries who are not using, but intend to
use contraception ranges from 47% in Tanzania to 72% in Kenya. Family planning programs are

beginning to command attention in this region over the last decade, and mothers are learning that
small family size may improve the chances of child survival, as well as their own.

These countries are only moderately disparate in terms of education and economy.

According to the World Bank’s World Development Indicators for 1998, the gross enrollment
ratio for secondary level education (% of relevant age group) in 1995 ranged from 5% in
Tanzania to 47% in Zimbabwe (World Bank, 1998). Adult illiteracy rates range from 20- 50 %

for the women in these six countries, and from 10- 26% for men. GNP/capita in billions hovers
around $170 in Tanzania to $610 in Zimbabwe.

In summary, the six countries selected for study have been sampled by DHS since 1990.
In addition, all six countries share in a low to middle contraceptive prevalence, and associated
high total fertility rate, a high percentage of unmet need to limit childbearing, low contraceptive
use for limiting, and moderate levels of intention to use contraception. Other indicators indicate

disparity in education and economy. These may be important differences but because of the
similarity in the selection criteria related to fertility (see Table 1), it is not inappropriate to
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aggregate the data. The data for these six countries are taken as an aggregate data set because a

large sample size is required for the subset analysis proposed in this study.

Independent Variables

To design programs that better target and serve women who would like to limit
childbearing, we must first design models to determine which characteristics, both identifying and

amenable, best predict the sub-groups of women. To identify the predictor variables, we
examine the literature. The following is a review of most recent studies of determinants of

contraceptive use, determinants of intention to use, and determinants of intention to use among
limiters. This review provides insight into the possible determinants of use and intention to use

contraception among limiters in Sub-Saharan Africa.

Background characteristics like education and economic status have long been used in
predictive models of contraceptive use and intention to use contraception. Higher education has
been found to be a predictor of contraceptive use (Kincaid, 1999;) wife’s education was

positively related to contraceptive use (reversible methods only) in Colombia, Zimbabwe and
Tunisia (Jayne and Guilkey, 1998), and in Pakistan as measured by attendance at school

(Casterline, 1999).

Similarly, measures of economic status as determinants of contraceptive use have had
strong predictive value. Casterline, in his examination ofthe costs and motivation for intention to
contracept, developed, a survey for use in Punjab, Pakistan in 1996. Several predictors were

found to be significant for predicting intention to contracept. Of the background factors, intention
was higher among women in an urban setting, and in wealthier households (measured by number

of possessions), and greater decision making power in the household (1999). Similarly, in Kenya,

those women who work for cash were found to be more likely to practice contraception than
those who do not work for cash (Muruli, 1990).
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Exposure to the media, which may be closely linked to education and SES, has also been
found to significantly predict contraceptive use. In analysis of the Ghana Demographic and
Health Survey from 1988, media exposure and favorable attitude toward family planning media

messages were found to be positively related to current use and intention to use contraception

(Olaleye & Bankole, 1994). Similarly, a cross-sectional study, using 1990 Nigerian Demographic
and Health Survey data and subsample interviews in 1993, indicated that exposure to family

planning messages through the media was a significant predictor of use and intention to use
contraception three years later (Bankole, Rodriguez and Westoff, 1996).

Listening to the radio weekly, has been found to be a significant predictor of intention to
use (Curtis and Westoff, 1996). Radio was shown to be the strongest predictor, followed by print

media and television, in Ghana, Kenya, Madagascar, Namibia and Zambia (Westoff & Bankole,

1997). This would suggest that, regardless of the content of the media (family planning messages
or not), just by being more generally informed, women who are exposed to the radio are more

likely to contracept. In the same way, the media can exert its power on very specific levels of
contraceptive decision making as is indicated in a study in Nigeria where information from the
media was found to be most influential in individual choice of contraceptive method (Kojima,

1993).

Early onset of sexual activity variables were included in the model in light of the author’s
hypothesis that an early first sexual experience would lead to greater lifetime risk of pregnancy

and, in turn, greater likelihood of intention to use. Age of marriage has been a matter of great
political debate as countries attempt to raise legal marriage age in an effort to reduce fertility.

Only a few studies point to early marriage of individuals as a predictor of non-use of
contraception (Varea, 1996). However, it remains unclear whether early marriages lead to greater
intention to use contraception.
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According to tabulations of UN data from the Alan Guttmacher Institute, there are 4.5
million births to women ages 15

19 in sub-Saharan Africa (1999). This represents 31% of the

births to women of this age, in the developing world. In Kenya, 59% of women, aged 40- 44,

gave birth to their first child before age 20. In Uganda and Zambia, 65 and 68% of women aged
40

44, gave birth before age 20. This early onset of childbearing suggests that a substantial

number of women in this age group may be reaching the end of their reproductive years. How
this early onset affects their later decisions to contracept is unclear, and will be explored in this

analysis.

Stover and Heaton analyzed DHS data from Egypt, Morocco and Jordan to understand
the reasons for non-use of contraception (1995). The investigators found that intenders and nonintenders differed in their total children ever born (7.3 and 4.9), and ideal number of children (4.9

and 4.3).

Researchers have also found that if the last birth was mistimed or unwanted, the mother
was more likely to intend to use contraception in the future (odds ratio of 6.27, p<0.001, and odds

ratio of 8.73, p< 0.001, respectively); in fact, in their model, the strongest predictor of intention to
use was the planning status for the last birth (Curtis and Westoff 1996).

Exposure to a family planning program is measured as knowledge of contraception (at
least one method and/or source of supply), and prior use of contraception. Many researchers

have shown that knowledge of contraception and prior use are very strong predictors of current
use and intention to use contraception.
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Stover and Heaton found that women who intended to use contraception were more likely
to have awareness of at least one method (1995). When Bongaarts and Bruce analyzed DHS data

from 27 countries from 1986- 1990, they found that lack of knowledge, and fear of side effects
were significantly related to non-use of contraception in limiters

(1995). Either way it is

measured, knowledge of family planning seems to impact the decision to use or not to use.

This can easily be seen in Casterline’s work, where intention to use contraception was

related to the knowledge of family planning. The number of methods, and number of methods for
which source of supply are known, were found to significantly predict intention to use in Pakistan

(Casterline, 1999). Albert Hermalin of University of Michigan, also found that ever use of
contraception for limiters was the most significant predictor of future contraceptive use (comment
as chair of a session at PAA, 1999).

Related to knowing the source of contraception, other investigators have looked at the
effect of IEC campaigns and the availability of methods from a program, as a determinant of

contraceptive use.

IEC campaign, and availability of methods were positively related to

contraceptive use in Tunisia and community-based distribution was positively correlated with
contraceptive use in Zimbabwe (Jayne and Guilkey, 1998).

The husband’s approval of contraception has been found to significantly predict intention
to use. In Bongaarts and Bruce analysis of DHS data, they found social and familial disapproval
were significantly related to non-use of contraception (1995). In a study in Pakistan, other

researchers found that husband approval reduces the "costs" of contraception for those women

who intend to use (Casterline, 1999).
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Kincaid (1999) recently presented his model for ideation and contraceptive use that he

developed with data from five countries. Using DHS data, Kincaid and colleagues developed a
construct for ideation, "new ways of thinking and diffusion of those ways of thinking by means of

social interaction in a local culturally homogenous community". The ideation construct includes
discussion of family planning with spouse, and discussion and advocacy of family planning to

other women. In the Philippines, Nepal, Honduras, Egypt and Tanzania, ideation was significant
at the 0.001 level. Particularly, in Tanzania, where the relationship of ideation and contraceptive

use was correlated 0.86 (p= 0.05), the model predicted the 14.5% contraceptive prevalence level

in that country.

Stover and Heaton (1995) also found great differences between groups of users and nonusers in terms of husband approval of family planning, and discussion of family planning with

husbands. From their analysis of the Egypt Demographic and Health Survey of 1992, 98% of
users reported that their husbands approve of family planning and 52% discussed family planning

with their husband. Among non-users of contraception, 83% of intenders reported husband

approval of family planning. -Among those not intending to use contraception, only 29% had
discussed family planning with their husbands. Curtis and Westoff (1996), in their analysis of

intention to use contraceptives and subsequent contraceptive behavior in Morocco, used the 1992

DHS data to analyze the determinants of intention to use contraception. They found that
"discussion of family size with spouse" was a significant predictor of intention to use

contraception in the future. Clearly, husbands play a significant role in the reproductive health
decision making in Egypt. One of the striking findings, is that the differences related to spousal

approval of family planning among these groups of users and intenders and non-intenders are
greater than the differences among these groups for respondent approval. In other words, spousal
approval may have more of an effect on contraceptive behavior than the woman’s approval or

fertility preferences.
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Based on review of the literature and the availability of variables in the DHS, 19
variables were considered for the models of contraceptive use, and intention to use contraception.

One of the variables, incomplete pregnancy (due to abortion, stillbirth or miscarriage) was
eliminated because of limitations with the data set (unavailable for all six study countries). The

eighteen remaining, included demographic indicators, and variables related to exposure to the
media, early onset of sexual activity, "planning & parity", exposure to family planning, and

spousal support of family planning (Figure 3).

Figure 3. Model for analysis

Dependent variables

Use of contraception
Intention to use contraception
Intention to use modern methods of contraception

Independent variables
Demographic indicators
Education
Literacy

SES
Rural v. urban

Exposure to media
Watches TV every week
Listens to radio every week
Reads newspaper every week
Early onset of sexual activity
First sex before age 18
First marriage/union before age 18
First birth before age 18

Parity and planning
Total children ever born
Planning stares of last birth
Exposure to family planning program
Knowledge of a method
Ever use of a method
Respondent approval of Fam. Plan.
Spousal support for family planning
Husband’s desire for more children
Husband approval of Fam. Plan.
Discussion of family planning
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The model also includes the study of intention to use modem methods, despite the lack of

research in the current literature. This is an important group to understand, not only because these
are the methods that most women prefer, but also because these methods are more effective in

reducing the risk of pregnancy.

Methods

1. Descriptive analyses are used to outline the scope of contraceptive use, intention to use and

intention to use modem methods of contraception among these women who would like to
limit childbearing.

2. Comparisons were made of the 18 independent variables (defined above) on the dependent
variable of use of contraception.

Chi-square cross-tabs were used for the categorical

dependent variables and analysis of variance for the continuous dependent variables.

3. Based on relative risk and comparison of the percentages in the Chi-square results, and ratio
of the means generated from the ANOVA results, variables were chosen for entry into a

logistic regression model.

4. Steps 2 and 3 were repeated for the dependent variables of intention to use contraception and
intention to use modem methods of contraception.

The DHS data sets for the six countries were downloaded from the Macro International
web site in the rectangular format for analysis in SPSS. They were translated and merged into
one file of 30,000 cases. Selecting for cases of women who did not want any more children, the

file was reduced to approximately 10,000 cases. Frequencies on age, parity and contraceptive use
were run on each of the countries separately and then as a whole to ensure that the countries were

similar enough on these variables so that the data sets could be merged for analysis.
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After restricting the age range of the sample to 30 to 40 year olds, the number of cases
was reduced to 4959.

The 30 to 40 year old limiters (mean=35, SD

3.23) had a lower

contraceptive prevalence (29.1%). However, this age group of limiters was not significantly
different from the larger sample of limiters (non-age controlled) in terms of parity or method mix.

Table 2. Descriptive statistics of women (ages 30 to 40) who would like to LIMIT

Country

Ghana

Kenya

Tanzania

Uganda

Zambia

Zimbabwe

Sample size

564

1146

438

1063

837

911

Average age

35(3.3)

34.8 (3.2)

35.5(3.1)

34.7 (3.2)

35.3 (3.2)

35.1 (3.2)

Parity Mean (S.D.)

5.3 (1.9)

6.3 (2.2)

6.1 (2.2)

6.4 (2.3)

6.2 (2.4)

5.3 (2.0)

Contraceptive Use

31.4

46.2

27.4
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33.1

53.7

54.3

61.4

58.4

56

52.4

68.7

Mean (S.D.)

(%)
% of those women
currently not using
who intend to use

Source: Tabulations of DHS data sets; (traditional periodic abstinence, withdrawal, and other)

Results

In the six countries examined in this paper, taken as a whole, 32.1% of women of
reproductive age (15 -49) would like to limit childbearing. Of the 32.1% who would like to
limit, only 38% of these women are currently using contraception. Limiters, at an average age of

35, have many years of reproductive life before menopause, and thus the potential to have more
children unless that gap between reproductive preferences and contraceptive behavior is closed.

The gap is of considerable size in this region of the world. In fact, the number of women with
unmet need is larger than the group that is without unmet need, or using contraception.

According to preliminary analyses of the Demographic and Health Survey data sets (downloaded
in January, 1999) for these six countries, there were 1891 women (among the women surveyed)

who would like to limit childbearing and are currently using contraception. However, there were

1915 women who would like to limit childbearing and are not using contraception but would like
to use a method in the future.

Of those limiters who are using contraception, 17% are sterilized (Figure 4). This seems
low for a group of women that do not intend to have any more children, and therefore would be

good candidates for a permanent form of contraception. However, 61.8% of these women are
using modern methods, suggesting that the majority of them have chosen an effective means of
preventing an unwanted birth. Only 21.2% have chosen a traditional method of contraception.
Traditional methods surpass the use of sterilization in the method mix, suggesting that it is still a

popular way to contracept in this region.

Of the remaining 61.9% of the limiters who are not using, 37.6% do not intend to use.

Conversely, this indicates that there are 63% of women with unmet need for contraception who
would like to use a method in the future. Of the 81.4% who are not using and intend to use a
24
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modem method (in the next 12 months, or later), 32.9% say they intend to use injections, 23.8%

say they would use the pill, and 18.4% say they would like to be sterilized. This method mix is
dominated by long term methods of injection and pill.

Figure 4. Contraceptive Use Among Limiters, ages 30 to 40 years old

Modem

Yes (38.1%)

/_ _ _ _ _ ,

(61.8%)

Traditional (2
Sterilization (17.0%)

Modern (81.4%)
Intend to use (62.4%)

No (61.9%)

Does not intend (37.6%)

" Traditional (5.5%)

"

Don’t low (13.1%)

Limiters are considering effective methods that suit their lifestyle and meet their

reproductive needs. Only 5.5% say they intend to use a traditional method, and only 13.1% of
women who intend to use contraception, don’t know which method they would use. However, if

the current traditional users and the non-intenders are included, this estimate rises to 37% of the
women who are limiting. This suggests that over a third of women in sub-Saharan Africa, who

would like to limit childbearing, are not using any contraception or are using an ineffective

method, or planning on using an ineffective method.

Related to this description of the cross-over of fertility preferences and contraceptive
behavior, the planning status of the last birth of these women was examined. Of this same group
of 30 to 40 year old limiters, 29.1% indicated that they did not want their last child. With so

26

many unwanted births, one would expect that the contraceptive prevalence would be higher, and
if women are not currently using contraception that they would intend to use in the future.

Of the 969 women who did not want their last child, 61.9% were using a method, or
started soon after the last birth (9.4% traditional, 7.2% sterilization). Here, again, only 7% chose
a permanent method of contraception despite their fertility preferences AND unwantedness of

their last birth. Even after having an unwanted birth, only a small number of women indicated

that they use a permanent form of contraception.

This would suggest that there is very little

value on unwanted births, or a lot of value on the capacity to bear children which would be
terminated if a woman opted for sterilization as a means to limit childbearing.

Of the non-users who did not want their last birth, 29.9% do intend to use. Of these
intenders, 32.3% intend to use injections, 17.9% intend to use the pill, 23.5 % intend to have a
sterilization procedure, and 8.6% would use a traditional method. It is surprising that there is
little change in the method mix between this subgroup of women who did not want their last birth

and the overall group of limiters (regardless of planning status of birth). Perhaps this similarity in
mix reflects a general lack of effect of having unwanted children. Having an unwanted child does
not propel women to use contraception. Other factors may be involved in their decision to

contracept, but perhaps women do not place that much weight or value on the planning status of
their last birth, or at least not enough to sway their decision to contracept.

To understand what is factored into these decisions to contracept, three sets of bivariate
analyses of the social and economic factors are conducted. The independent variables that have
been suggested by a review of the literature are compared for groups of users and non-users,
intenders and non-intenders, and modem intenders and traditional intenders.
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Because of the large sample size, almost all chi-square tests were significant for the 18
predictor variables. From evaluation of relative risk, comparison of the percentages in the Chi-

square results, and ratio of the means generated from the ANOVA results, variables were chosen
for entry into each of the three logistic regression models.

Only the significant predictors from examination of the relative risks and differences in
means between groups (above) were entered into each of the logistic regression models. Logistic

regression analyses indicated that several explanatory variables significantly predict whether a
woman would contracept, intend to use contraception, and intend to use modem contraception.

Of those variables that were significant for contraceptive use (Figure 5), seven of them
had a significant relative risk of greater than 2.25, indicating that these would be good candidates

for the regression modeling. These included literacy, "listens to radio every week", "watches TV

every week", "reading newspaper", "husband approval of FP", "respondent approval of FP", and
"discussed FP with partner".

The results of the bivariate analyses of literacy, and "listens to radio every week" were in

keeping with the findings in the literature. Of women who currently use contraception, 79% are
literate (RR=2.68, CI 2.35, 3.05) and 69% listen to the radio every week (RR=2.27, CI=1.98,

2.6). It is not surprising that those women who are literate and exposed to the media are more
informed, and perhaps more likely to use contraception than those who are less exposed and
illiterate.

However, this explanation does not hold for watching TV every week and reading the
newspaper once a week. 62% of those who read the newspaper every week (RR=2.4, CI 2.11,

2.73) and 71% of those women who watch TV every week (RR=2.59, CI

2.25, 3.0), do not
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contracept. In fact, the magnitude for the relative risks of these two factors suggest that there is a
strong opposite effect on contraceptive use for these media sources. However, it is unlikely that
two media sources would predict use and two sources would predict non-use. This would suggest

that an error was made in the recoding of the data for analysis.

Figure 5. Predictors of USE of Contraception
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The greatest relative risk for contraceptive use came from respondent approval of family

planning, followed by spousal approval of family planning. A woman was five times more likely
to use contraception if she approves of family planning (RR=5.34, CI=3.63, 7.84), than if she

does not approve. She is three times more likely to use contraception if her partner approves of

family planning (RR=3.39, CI=2.81, 4.09), than if her partner does not approve. These strong
effects are consistent with those found in the literature.
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All seven variables were then entered into a logistic regression model. The model
indicated that watching TV every week, reading the newspaper every week, husband and

respondent approval of family planning, and discussion of family planning with partner would all
significantly influence a woman’s decision to contracept (Table 3). Literacy and radio are not

significant predictors, but watching TV and reading the newspaper are significant predictors of
use. The odds ratios for husband approval, and respondent approval are also significant. This

confirms that, even when all other factors are included, a woman is still twice as likely to

contracept if she approves of family planning, and 1.6 times as likely to contracept if her partner

approves of family planning. There was a significant negative effect for discussion of family

planning, indicating that a woman is less likely to use if she has discussed family planning with
her partner.

Table 3. Odds Ratios for Logistic Regression Model for Users

Odds ratios

Significant Predictors

Literacy 1.17
Watch TV every week 1.37"*
Listens to radio every week 0.96

Reads newspaper every week 1.46***
Husband approval of family planning 1.63"**

Respondent approval of family planning
Discuss family planning with partner 0.87
p< 0.05, **p<O.01, ***p<.O01, a. trend only, p<0.15

For intention to use contraception, many of the same variables that were significant for
use are significant here (Figure 6). Variables from the categories of early onset of sexual activity

and "planning & parity" also show significant differences between groups of intenders and nonintenders.
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Only listening to the radio was significant out of all of the "exposure to the media"
variables; watching TV every week and reading the newspaper every week were not significant.
Of women who intend to use contraception, just over half listen to the radio every week (RR

1.42, CI=1.2, 1.68). These findings of weak predictive value are surprising given the dramatic
influence of these variables on current contraceptive use.

Age at first sex was significant (RR=0.69, CI= 0.57, 0.83). Of those who intend to use
contraception,-82% had their first sex before age 18 (Appendix 2). This suggests that those who
start their reproductive life earlier will be more likely to intend to use contraception than those

who do not start before age 18.

Figure 6. Predictors of INTENTION TO USE Contraception
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A longer sexual history may mean that these women are at greater risk of exceeding their
desired number of children ever bom. In fact, only 9% of the intenders had one or two children
ever born, whereas 45% had three to six, and the other 45% had six or more. Clearly, the
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majority of this group of intenders has high parity. In addition, intenders are more likely to have
not wanted their last birth. The relative risk of intention to use contraception is 1.98 times greater

if the woman did not want the last birth (wishing to have delayed or never had the child), than if

she did. It is hypothesized that the early onset of sexual activity leads to a greater lifetime risk

for pregnancy which may lead to a higher parity and the likelihood that the last birth exceeds the
ideal number of children. In this sense, it is clear that these three predictors may be related, but

only the inclusion of interaction effects or factor analysis would demonstrate the strength of a
single predictor.

Again, the effect of respondent approval of family planning is strong. A woman who
approves of family planning is 9 times more likely to intend to use contraception than a woman
who does not approve of family planning (RR=8.54). This is not surprising given that 98% of

women, who intend to use, know of at least one method.

In other words, women who have

knowledge of at least one method are four times as likely to use contraception than those women
who do not know of a method (RR=3.77). With such a basic definition of knowledge, this is not

surprising. This finding is indicative of the totology of use of a method and knowledge of a
method.

Women who have used a method in the past are twice as likely to intend to contracept
than those who have not tried it (RR=2.19). Over half of those who intended to use in the future,
had used at least one method in the past. Although, the finding for previous use is not as strong
as knowledge or approval, it is clear that a woman’s experience with family planning

significantly influence, whether positively or negatively, her intent to use contraception in the

future.
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Similarly, there is a powerful effect of husband approval of family planning on a

woman’s intention to use contraception. Women who have husbands that approve of family
planning are almost three times more likely to intend to contracept than those-women whose
husbands do not approve of family planning.

The variables with significant relative risk were then entered in a logistic regression

model for predicting intention to use contraception. Many of.these variables were found to

significantly influence the likelihood that a woman (currently not using a form of contraception)
would intend to use a method of contraception.

Knowledge of at least one method of

contraception, history of contraceptive use, husband and respondent approval of family planning,
and discussion of family planning with partner were found to be significant predictors (Table 4).

None of the media, early onset, or "planning & parity" variables were significant predictors.

Table 4. Odds Ratios for Logistic Regression Model for Intenders

Significant Predictors

Odds ratios

Listens to radio every week 1.17

Age at first sex 0.76
Knowledge of a family planning method
Total number of children ever born

1.1

Ever use of a family planning method 1.78"*
Husband approval of family planning

Respondent approval of family planning 5.52***
Discuss family planning with partner

1.71"**

p< 0.05, **p<O.01, ***p<.O01, a. trend only, p<0.15

Among those who intend to use contraception there are women who would like to use
modem methods (including pill, IUD, and female sterilization), and those who intend to use
traditional methods (including withdrawal, rhythm, and folkloric methods). Because of the
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effectiveness of modem methods of contraception, it is in the best interest of women’s fertility

preferences, to understand what predicts intention to use modem methods. To best respond to
these fertility preferences, programs need to understand what predicts this use to develop
interventions that target and serve women who would like to use modem methods of

contraception.

To compare the groups of intenders, bivariate analyses of the eighteen independent
variables were conducted.

Knowledge of at least one method, respondent approval of family

planning, and discussion of family planning with partner were significantly different (p=0.000;
Figure 7).

Figure 7. Predictors of INTENDED METHOD of Contraception
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In order to intend to use modern contraception, a woman is more likely to know of at
least one method, approve of family planning. Also consistent with the second model, the relative
risk for intending to use contraception is high for those women who approve of family planning.
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If a woman approves of family planning, she is almost four times as likely to intend to use a
modem method in the future than if she disapproves (RR=3.77, CI=1.7, 8.37). These results are
consistent with the second model for prediction of intention to use any contraception. However,

there is no significantly greater chance of intending to use modem methods, if the woman has a

history of contraceptive use.

Similarly, and as with the examination of predictors of.use, discussion of family planning
with partner was significantly different between the groups of intenders.

.Of the modern

intenders, 37% have discussed family planning with their partner at least once within the last
year. Of the traditional intenders, only 31% have discussed family planning with their partner in
the last year. This is not a huge difference, but it is significant.

Among variables that were significantly different between modem intenders and
traditional intenders, only respondent approval of family planning was a strong predictor.

However, there was a trend for "knowledge of at least one method" and discussion of family
planning with partner (Table 5).

Table 5. Odds Ratios for Logistic Regression Model for Modern Intenders

Significant Predictors

Odds ratios

Knowledge of at least one method
Respondent approval of family planning 3.46**
Discuss family planning with partner 0.86a
p< 0.05, **p<O.01, ***p<.O01, a. trend only, p<0.15

However, no variables in the categories of exposure to the media or family planning,
early onset of sexual activity, or "planning & parity" were significantly different for the groups of
intenders.

This is striking not only because there were significant predictors from these
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categories in the two previous models (and this group of intenders is only a subset of the previous

samples), but also because these variables would seem to intermediate the effects of knowledge,
approval and discussion of family planning. In other words, in order for discussions to take

place, it would seem that the woman and her partner must have had some sort of exposure to
media and/or family planning programs or knowledge of family planning.

As described above, these logistic regression models are informative by themselves in
terms of describing the different subgroups of. limiters.

Exposure to the media and family

planning programs, and spousal support variables had great predictive value for contraceptive use
among limiters. Exposure to family planning variables and spousal support variables were also

predictive of the intention to use contraception.

And in the third model, for the subsets of

intenders, respondent approval was the only variable that had predictive value for intention to use
modem methods.

One of the assets of this study is the ability to disaggregate the group of limiters in to two
levels of sub-groupings and describe them and develop these predictive models. However, if all

three models are considered together, they also present a picture of the cross-cuRing predictors of
contraceptive use of the sub-groups of sub-Saharan African limiters (Table 6). Across the board,

approval of family planning by the woman is a significant predictor. Husband approval,
discussion of family planning with her partner, knowledge of a method, and listening to the radio

every week were significant in at least two of the analyses. "Planning & parity" (planning status
of last birth, total children ever born), early onset of sexual activity, and even the demographic
indicators did not prove to be good predictors of contraceptive use, intention to use or intention to
use modem contraception.
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Table 6. Odds ratios for three logistic regression models (see model)
Significant Predictor
Watch "IV every week
Reads newspaper every week
Knowledge of atleast one method
Ever used a method before
Husband approval of FP
Respondent approval of FP
Discuss FP with partner

Analysis

Analysis II

Analysis III

1.37**
1.46***

1.63***
2.21"
0.87*

2.82*
1.78"*
1.49*
5.52***
1.71"**

p< 0.05, **p<O.01, ***p<.O01, a. trend only, p<O. 15

1.58

Conclusion

In terms of informing national family planning programs, the identification of the social
and demographic predictors of women who would like to limit childbearing, helps programs to

better target these women for services. And identifying the amenable characteristics, that predict
use and intention to use, helps programs to better serve the different needs of women through

tailored interventions. One of the strengths of this study is in the aggregation of data from

limiters in sub-Saharan Africa. With such a large sample size, the group of limiters could then be

disaggregated for this study of characteristics of the sub-groups.

Starting with the smallest of the sub-groups, the modem intenders had only one variable
in the model that significantly predicted intention to use modem methods. According to this

model, women were three and a half times more likely to use modem methods of contraception if

they approved of family planning. No other variable of the 18 was significant in this model,
including demographic indicators, exposure to the media, early onset of sexual activity, planning

& parity, or spousal support variables. This suggests that the intervention for modem intenders
could be streamlined to gaining approval of family planning. Perhaps, program officials could

gain support from elders or leaders in the community, and encourage them to make strong public
statements about family planning. Women’s groups or civic groups could be encouraged to
introduce support of family planning in their activities or group meetings. In making these
statements and including family planning in civic group agendas, women in the community who

intend to use traditional methods may develop approval of family planning and be swayed to use

modem methods of contraception as a more effective way of limiting their childbearing.

This singular approach of gaining approval is deceptively simple. As Angela Kamara

suggested at the Global Health Council conference, in reference to the introduction of maternal
37

38

and child health programs in Africa, "Put your house in order, before you invite the guests in". In

introducing a new clinic or program to a community, the program must be prepared to train staff
to meet the needs of the women who will come looking for family planning, before broadcasting

successes of family planning through leaders and community groups to the women in the

community. The staff must be prepared to educate, counsel, and provide contraception, before
the limiters cross the threshold on the opening day of the clinic. If the program is unprepared, all

efforts to gain approval will be lost.

If women are turned away because the supply of

contraceptives has not arrived, they may turn away in disapproval. In sum, the program must be
in order, before you invite the women in.

A multi-faceted approach will be required for the family planning program intervention
for intenders. In targeting those women who are currently not using, but intend to use either
modem or traditional methods, programs should identify those women of high parity who had
their first sex before age 18, experience with family planning, and approval of family planning

from their husbands and themselves. Learning more about the barriers that prevent the intenders
from using, may help programs .design tailored interventions to facilitate use. The identification
of these people may be difficult for clinic staff because of the sprawling rural communities that
characterize much of sub-Saharan Africa. Women from the communities could be recruited and
trained as health workers, and return to the community to educate women about the myths and

truths about contraception, and the services offered through the clinic. In a second wave of health

workers, men could be recruited to provide education to partners and spouses of intenders, and
possibly facilitate discussion groups about coping and communication in relationships to facilitate
discussion about family planning within the couple.

The role of the media will be important for designing interventions for contraceptive
users. As was illustrated in the predictive model for users, women who watch TV every week
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and read the newspaper every week are more likely to use contraception.

Through media,

women who have used (current or past clients in the program), or have knowledge of at least one

method should be targeted for further services. Once in the clinic, these women could be
recruited as health advocates like the health workers in the intenders intervention. They could be
trained and encouraged to tell other women what is available at the clinics, when they return to
their communities. Avoiding coercion, the focus of these interventions will be on sharing the

facts about contraceptive use in the community, providing for those who use or intend to use

services, and letting others know what is available.

Again, health workers or research assistants could conduct discussion groups to evaluate
the role of spousal approval and investigate couple decision-making patterns to address this
barrier to use of contraception. This would encourage male participation and begin to uncover

the mechanisms of one of the greatest predictors of use and intention to use contraception,

spousal approval.

Spousal approval of family planning has a cross-cutting role in contraceptive use,
intention to use contraception. This variable was only second to respondent approval of family

planning in predictive value. This points to the great role that men play in reproductive health
decision making for women in Sub-Saharan Africa.

The husband’s approval may not only

overwhelm the value of the woman’s own approval, experience or knowledge of family planning,
but also be of greater value than concepts of ideal number of children. With stated preferences to
limit childbearing, women continue to share contraceptive decisions with their partners. This

finding suggests that regardless of preconceived notions of ideal family size and individual
fertility preferences, husband approval has a significant effect on a wife’s intent and use of

contraception.
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Despite the importance of spousal approval, partner involvement in family planning
needs to be introduced very carefully, and in such a way as to not create a social backlash.

Getting partners involved in family planning may threaten a woman’s already compromised
decision making power about her reproductive health. However, because husband approval is a

significant predictor in contraceptive use and intention to use, it will be important to further
investigate these dynamics in the relationship between partners.

John Bongaarts and Judith

Bruce recommend that programs reach beyond conventional boundaries of service provision to
shape the cultural and social factors that block voluntary contraceptive use (1995). We know
from these predictive models that respondent approval and spousal approval are the biggest
blocks in use and intention to use contraception, but we need to know more about these constructs
in order to shape social and cultural factors.

Limitations

Several cautions should be taken in drawing conclusions from these analyses. First there
is criticism of a regional approach to analysis of social predictors of contraception for sub-

Saharan Africa because of its rich diversity of culture and religion, even the economic indicators

(see Table 1). With the on-going fertility transition, the dynamics of fertility preferences and
contraceptive behavior are changing faster than they ever have in this region. This may be why

expected differences for predictors of use may not have been as dramatic. Perhaps with this
heterogenuous and changing group, the effects regressed to the null. However, the consistency of
the strong predictors of spousal approval and-respondent approval across the models is

encouraging that this was not the case.

Second, the Demographic and Health surveys only offer a national or regional
perspective at best, and a crude indicator of what may be occurring in randomly selected
catchment areas at the least. For this reason, results from DHS analyses should only be used as
an indication of areas for further study.

One of these areas for further study should be the evaluation of program inputs. Program
effort has been assessed by the Program Effort Scores Project since 1972. A questionnaire is sent
to 15 to 20 family planning experts in each developing country (with a population of one million

or more), and the data area analyzed to create 30 indices that measure program effort. Four

rounds of the scores in 1972, 1982, 1989 and 1994 have allowed for the plot of trends in program

improvement in 100 countries. A fifth round, currently being conducted by John Ross and the

author, will provide insight into the nature of access and availability as a result of the program’s
inputs in these countries.
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To understand the findings from the preliminary analysis presented here, community
based research should evaluate the involvement of men in family planning decision-making.
Further analysis of the DHS term "husband approval of family planning" and "discussion with
husband" may shed light on the nature and validity of this construct. This is particularly

important for any type of evaluation of misperceptions about spousal approval. Although not
covered in this paper, misperceptions about couples’ approval of family planning have drawn
considerable attention in the intemational reproductive health community. In the October 1998
edition of Population Reports, "New Perspectives on Men’s Participation", data on family

planning perceptions in Uganda were analyzed. From 1995 DHS survey data, researchers found
that more than a third of wives think that their husband disapproves of family planning, when, in

fact, he approves of family planning. They also found that 17% of women who do not know their
husband’s attitude toward family planning are married to men that approve of family planning.
This would suggest that half of the women do not know or think that their husband would

disapprove of family planning. If spousal approval is an important factor in predicting use and
intention to use contraception, then further research should be undertaken to better understand the

scope and predictors of misperceptions between limiters of sub-Saharan Africa and their partners.
One of the new perspectives offered was that "men are more interested in family planning than
often assumed but need communication and services directed specifically to them" (Robey et al,

1998).

Knowing that men are interested in family planning, and that their approval is a
significant predictor of contraceptive use, they should be involved in more detailed evaluation of
the reproductive health decision-making process. One way to evaluate this would be through a

rapid assessment of the areas in these countries with the most unmet need for contraceptive use,
as indicated by DHS analyses. Open-ended interviews with limiters and their husbands could be

conducted to evaluate the role of husband approval. It will be important to determine who plays a
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role in the decision-making, where the information comes from, and how the decision is made.
This evaluation in combination with a more detailed assessment of the family planning program

effort in that area may begin to shed light on appropriate interventions for that area. And to tailor
the interventions, focus groups could be used to design a survey to evaluate community needs.

Although this kind of community-based research comes at a greater expense than a
national Demographic and Health Survey, the detail gained in the process will better inform the

design of the interventions, and ultimately, the more efficient provision of modem contraception
to women who need it.
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Appendix 1. Candidate predictor variables for USE of contraception.
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Appendix 2. Candidate predictor variables for ENTENTION to use contraception.
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Appendix 3. Candidate predictor variables for INTENTION to use MODERN methods.
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